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Infants Tested for Hearing Loss — United States, 1999-2001 


r b> 2 
‘aring ( ) occurs in on R ; lin 
Hearing loss (HI e to three of 1,000 live 


births annually (/,2) and, when left undetected, can result in 
developmental delays (3,4). To promote communication from 
birth, Early Hearing Detection and Intervention (EHD) pro 
grams support early identification of infants with HL. With 
out EHDI programs, the average age of identification for Hl 
is age 1.5—3.0 years (2,5,6), which is past the start of the criti 
cal period for optimal language acquisition (7,8). In 2001, a 
total of 48 states/areas with EHDI tracking and surveillance 
systems (30 funded by CDC) reported the percentage of new 


borns screened for HL (Figure). This report summarizes the 


FIGURE. Percentage of newborns screened for hearing loss 
through Early Hearing Detection and Intervention (EHDI) 
programs, by state/area and funding status — United States, 
2001 
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TABLE. Number and percentage of infants screened, referred, and evaluated for hearing loss, by state/area and birth year — United 
States, 1999-2001 





1999 2000 2001 
Screened Referred Evaluated Screened Referred Evaluated Screened Referred 
State/Area No. (%) No. (%) No. (%) No. (%) No (%) No. (%) No (%) No. (%) 
Alabama 5,403 74.3 54 
Alaska 
Ar zona 





Evaluated 
No. (%) 
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660,639 (46.1) 13,739 (4.0) 4,221 (51.8) 1,496,014 (52.1) 31,473 (2.9) 10,124 (56.3) 2,115,869 (65.4) 36,294 (2.1) 11,901 (55.7) 
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one or both ears. Finally, although states/areas were requested 
to provide actual data, some might have submitted estimates. 

he findings in this report underscore the need for EHDI 
programs to ensure that infants with HL are detected rapidly 
and enrolled in early intervention services. Surveillance data 
can help in assessing polices and procedures and ensuring that 
infants with HL are identified as early as possible and 
enrolled in appropriate intervention programs. These activi 
ties will help children with HL develop communication skills 


commensurate W ith the ir Cognitive abilities. 
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Prevalence of IgG Antibody Of 792 persons tested, IgG antibody to SARS-Co\ 
to SARS-Associated Coronavirus Gesected in 72 (9.1%). Positive canes weve Riguest te oh 
in Animal Traders — Guangdong a ee 

Province, China, 2003 
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TABLE 1. Prevalence of igG antibody to SARS-associated 
coronavirus in animal traders and persons in three control 
groups — Guangdong Province, China, 2003 





Testing positive 
Group No. tested No. (%) 











TABLE 2. Prevalence of IgG antibody to SARS-associated 
coronavirus in selected animal traders, by primary animal 
traded — Guangdong Province, China, 2003 
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genically related virus occurred in Guangdong Province. 
Seroprevalence of IgG antibody to SARS-CoV was substan- 
tially higher among traders of live animals than among per- 
sons in control groups, consistent with the hypothesis that 
SARS-CoV crossed the species barrier from animals to humans. 
he results are consistent with preliminary determinations of 
a joint research team from China's Ministry of Agriculture 
and Guangdong Province, which found that sequences of 
coronavirus detected by polymerase chain reaction in bats, 
monkeys, masked palm civets, and snakes were identical to ot 
similar to those of human SARS-CoV isolates. In addition, a 
joint study by Shenzhen CDC and Hong Kong University 
determined that the sequence of coronavirus isolated from 
masked palm civets is 99% identical to human SARS-Co\ 
(4). These determinations appear consistent with the hypoth 
esis that an animal reservoir exists for SARS-CoV or an anti- 
genically related virus; however, the findings are not sufficient 
to identify either the natural reservoir for SARS-CoV or the 
animal(s) responsible for crossover to humans. 

Primary modes of SARS transmission probably are direct 
contact or droplet spread from a patient symptomatic with 
SARS; however, other routes of transmission might exist (5). 
\pproximately 63% of Guangdong Province patients with clini 
cally defined SARS had no known history of exposure to other 
SARS patients, and the percentage increased after April 2003 
(6). This trend of unknown exposure also was observed in othe: 
areas (7). Therefore, the possibility of unrecognized sources of 
infection or infection from asymptomatic carriers of the virus 
cannot be excluded, although some patients might also have 
pneumonia caused by etiologies other than SARS-CoV. 

he findings in this report are subject to at least four limi 
tations. First, although subjects were categorized as primarily 
traders of the animals they were selling at the time of the sur 
vey, a substantial portion traded or handled more than one 
type of animal. Second, the small number of subjects with 
reported exposure to certain types of animals limits the ability 
to differentiate risk among specific groups of animal traders. 
Phird, although the animal traders worked at three markets 
in Guangzhou, risk might difter among traders in other parts 
of Guangdong Province or elsewhere in China. Finally, as with 
other urgently developed tests, validation of the ELISA kit 
employed has not been completed, and the IgG antibody can 
not distinguish recent from remote infection. 

[his report provides indirect support for the hypothesis that 
SARS-CoV might have originated from an animal source and 
identifies multiple animals for further study. However, none 
of the traders in this study had SARS, and only two SARS 
patients in Guangdong Province were identified as animal trad 


ers (i.e., a snake seller and a pigeon seller) (6). In contrast, 


comparative analysis of early Guangdong cases, unlinked to 
other SARS cases, indicated an overrepresentation of food 
handlers (6). Whether the antibody detected in the animal 
traders in this report might represent infection with a related 
coronavirus that cross-reacts with SARS-CoV, or whether that 
antibody provides protection from SARS, is not known. 
Eftorts to identify a possible animal reservoir for SARS might 
benefit from prompt attention to collecting detailed histories 
trom any future SARS patients regarding animal and othe 
environmental exposures and initiating tracebacks to animal 


supply sources (e.g., markets, farms, and wildlife areas). 
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Public Health and Aging 


Influenza Vaccination Coverage 
Among Adults Aged >50 Years and 
Pneumococcal Vaccination Coverage 

Among Adults Aged >65 Years — 
United States, 2002 


Vaccination of persons at risk for complications from influ- 
enza and pneumococcal disease is a key public health strategy 
in preventing morbidity and mortality in the United States. 
During the 1990-1999 influenza seasons, approximately 


36,000 deaths were attributed annually to influenza infection, 
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upstream; not to advance 
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Chinese Proverb 


Continuing 
Education 


with approximately 90% of deaths occurring among adults 
aged >65 years (/). In 1998, an estimated 3,400 adults aged 
-65 years died as a result of invasive pneumococcal disease 
(2). One of the national health objectives for 2010 is to achieve 
90% coverage of noninstitutionalized adults aged 65 years 
for both influenza and pneumococcal vaccinations (objective 
no. 14.29) (3). In 2000, the Advisory Committee on Immu 
nization Practices (ACIP) broadened the universal recommen- 
dations for influenza vaccination to include adults aged 50-64 
years in addition to adults age d 65 years. lo aSSCSS progress 
toward achieving the 2010 national health objective and imple 
menting the ACIP recommendations, CDC analyzed data 
from the 2002 Behavioral Risk Factor Surveillance System 
BRESS). This report summarizes the results of that analysis, 
which indicate that influenza and pneumococcal vaccination 
levels among adults aged >65 years and influenza vaccination 
levels among adults aged 50-64 years varied widely among 
states/areas and racial/ethnic populations. Innovative 
approaches are needed to increase vaccination coverage, pat 
ticularly among certain populations. 

BRESS is a state-based, random-digit—dialed telephone sut 
vey of the U.S. civilian, noninstitutionalized population aged 
-18 vears. All 50 states, the District of Columbia (DC), and 


} 
were asked, “During the past 12 months, have you had a flu 


three U.S. territories participate in the survey. Respondents 


shot?” and “Have you ever had a pneumonia vaccine?” For 
the 2002 BRFSS, the median state/area response rate was found 
to be 58.3% range: 42.2%-—82.6%) by using the CASRO 
method (4). A total of 247,964 persons responded, of whom 
59,954 (24.1%) were aged 50—64 years, and 51,082 (20.6% 

were aged >65 years Respondents who reported unknown 
influenza (0.2%) o1 pneumococcal 2.7%) vaccination status 
were excluded from the analysis. Overall vaccination levels 
were estimated for the 50 states, DC, Guam, Puerto Rico, 
and the U.S. Virgin Islands (USVI). Data were weighted by 
we, sex, and, in certain states/areas, race/ethnicity to reflect 
the estimated adult population. SUDAAN was used to calcu 
late point estimates and 95% confidence intervals (CIs). Mul 
tivariable logistic regression analysis was used to assess factors 
associated independently with receiving vaccination. 

In 2002, of respondents aged >65 years, 66.4% (95% Cl 
65.6%-—67.1%) reported having received influenza vaccine 
during the preceding 12 months. Vaccination coverage levels 
ranged from 32.2% (USVI) to 76.6% (Minnesota), with a 
median of 68.4% (Table 1). Among respondents aged 50-64 
vears, 36.4% (95% Cl 55.7% —37.1%) reported having 
received influenza vaccine during the preceding 12 months. 
Vaccination coverage levels in this age group ranged from 
15.9% (Puerto Rico) to 49.0% (South Dakota), with a 


median of 38.4%. The proportion of respondents aged 65 
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years reporting ever having received pneumococcal vaccine 
was 61.8% (95% CI = 61.0%-62.6%). Vaccination coverage 
levels ranged from 25.1% (Puerto Rico) to 72.5% (North 
Dakota), with a median of 63.0%. 

Substantial variation in vaccination coverage by race 
ethnicity was observ ed. For respondents aged >65 years, the 
estimated proportions of influenza and pneumococcal vacci- 
nation for non-Hispanic whites (69.0% and 64.8%, respec 
tively) were more than those for non-Hispanic blacks (50.6% 
and 44.5%, respectively) and Hispanics (54.8% and 44.4%, 
respectively) (Table 2). Similar patterns were observed for 
influenza vaccination among adults aged 50—64 years: 37.9% 
for non-Hispanic whites, 29.8% for non-Hispanic blacks, and 
29.7% tor Hispanics. These differences were not explained by 
variations in education level, sex, self-reported health, diabe- 
tes status, asthma history, and regular source of health care. 
Other factors associated independently with higher receipt of 
influenza and pneumococcal vaccination included having a 
regular source of health care, having diabetes or asthma, hav- 
ing less than excellent/very good self-reported health, and 
having an education level higher than high school (Table 3). 
Reported by: ?M Wortley, MD, Immunization Svcs Div, Nationa 
Immunization Program; N Jain, MD, EIS Officer, CD¢ 
Editorial Note: [he findings in this report indicate wide vari 
ability in influenza and pneumococcal vaccination coverage 
across states/areas and marked differences in vaccination cov- 
erage by race/ethnicity. Influenza vaccination coverage levels 
among adults aged 50-64 years were <50% in all reporting 
areas, substantially lower than levels among adults aged >65 
years. In addition, both influenza and pneumococcal vaccina- 
tion levels among adults aged >65 years were substantially 
below the 2010 national health objective of 90% coverage. 

Estimates of influenza vaccination coverage among adults 
aged 50-64 years were low despite the revised ACIP recom 
mendations in 2000. The universal recommendations were 
broadened to address the prevalence of high-risk medical con- 
ditions in adults aged 50-64 years, of whom approximately 
29% have one or more chronic medical condition. Age-based 
strategies for vaccination have been implemented more suc 
cessfully than patient-selection strategies based on medical con 
ditions (/). Efforts are needed to increase awareness of the 
revised recommendations among health-care providers and 
the general public. Information regarding the adult immuni 
zation schedule is available at http://www.cdc.gov/nip. 

Factors predictive of influenza and pneumococcal vaccina- 
tion were similar, and having a source for regular health care 
was the factor most associated with receiving either vaccina 
tion. After adjustments were made for known potential con 


founding factors measured by BRFSS (i.e., education level 


but not direct measures of access to care, which were not avail 


able), non-Hispanic whites remained more likely to be vacci 


nated than non-Hispanic blacks and Hispanics. Strategies for 


addressing these disparities are being assessed by the Racial and 
Ethnic Adult Disparities Immunization Initiative (READII) 
through a 2-year demonstration project (5). 

Vaccine production for the 2003-04 influenza season is 
proceeding on schedule, and projected production and distri 
bution schedules will allow for a sufficient supply of influenza 
vaccine during October-November. Influenza vaccination may 
proceed for all persons at high risk and healthy persons, indi- 
vidually and through mass campaigns, as soon as vaccine is 
available and should continue until supplies are depleted. 
Pneumococcal vaccine should be offered all year to adults aged 
-65 years and other persons at high risk. 

lhe findings in this report are subject to at least three limi- 
tations. First, influenza and pneumococcal vaccination status 
was based on self-report and not validated. The validity of 
self-reported pneumococcal vaccination is lower than that of 
influenza vaccination (6). Second, the median BRFSS response 
rate (58.3%) in this survey was low. BRFSS results have been 
compared with results from the National Health Interview 
Survey (NHIS), a household-based, face-to-face interview 
survey with higher response rates. Comparisons show similar 
trends and subgroup differences; however, BRFSS vaccina 
tion estimates are consistently higher than NHIS estimates 

7). Finally, because the survey is conducted during a 1 2-month 
period, questions regarding receipt of influenza vaccination 
do not reflect a single influenza season. 

he variation in influenza and pneumococcal vaccination 
coverage observed among states/areas suggests that opportu- 
nities exist to improve vaccination coverage. Although SyS- 
tems-based approaches (e.g., standing orders) have been 
effective in increasing vaccination coverage levels, these strat- 
egies are not implemented widely (8,9). To increase vaccina- 
tion coverage levels, States/ areas should promote these and 
other evidence-based strategies. Low provider reimbursement 
might be a barrier to vaccination; however, in 2003, Medicare 
increased its payment rates by 94% for administering influ 
enza and pneumococcal vaccine (/0). Influenza vaccination 
coverage among adults aged -65 years has leveled since 1997 
(7), and unless substantial efforts and innovative approaches 
are undertaken in collaboration with public, private, and com- 
munity partners, the 2010 national health objective might 


not be achieved. 
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TABLE 1. Percentage of adults aged 50-64 years and adults aged >65 years who reported receiving influenza vaccine during the pre- 
ceding 12 months and percentage of adults aged >65 years who reported ever receiving pneumococcal vaccine, by state/area — 
Behavioral Risk Factor Surveillance System, United States, 2002 
influenza vaccine Pneumococcal vaccine 
Adults aged 50-64 years Adults aged >65 years Adults aged >65 years 


State/Area % (95% Cl*) (95% Cl) ° (95% Cl) 























7—68.8) 58.5 (54.3-62.6) 


77.5) 09.6 (50.3-69.1 
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TABLE 2. Percentage of adults aged 50-64 years and adults aged >65 years who reported receiving influenza vaccine during the 
preceding 12 months and percentage of adults aged >65 years who reported ever receiving pneumococcal vaccine, by selected 
characteristics — Behavioral Risk Factor Surveillance System, United States, 2002 





influenza vaccine 
Adults aged 50-64 years Adults aged >65 years 
Characteristic % (95% Ci*) 
Age group (yrs) 


OoD-/4 


Pneumococcal vaccine 
Adults aged >65 years 
© (95% Cl) % (95% Cl) 
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TABLE 3. Independent predictors determined by multivariable logistic regression analysis for adults aged 50-64 years and adults 
aged >65 years who reported receiving influenza vaccine during the preceding 12 months and for adults aged >65 years who re- 
ported ever receiving pneumococcal vaccine, by selected characteristics — Behavioral Risk Factor Surveillance System, United 
States, 2002 





influenza vaccine Pneumococcal vaccine 
Adults aged 50-64 years Adults aged >65 years Adults aged >65 years 
Characteristic OR* (95% Cli') OR (95% Cl) (95% Cl) 
Age group (yrs) 
74 1.0 
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Methicillin-Resistant Staphylococcus FIGURE. Scanning electron micrograph of Staphylococcus aureus 
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aureus Infections in Correctional 
Facilities — Georgia, California, 
and Texas, 2001-2003 


Infections caused by methicillin-resistant Staphylococcus 
aureus (MRSA) (Figure) are common in hospit ils and nurs 
ing homes. Because MRSA is resistant to all commonly pre- 


scribed beta-lactam antibiotics (e.g., penicillins and 


cephalosporins these infections require treatment with 
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clinicians. MRSA has emerged recently as a more frequent 
cause of skin and soft tissue infections in the community, par- 
ticularly in correctional facilities such as prisons, jails, and 
detention centers (/—3). This report summarizes recent inves- 
tigations of MRSA transmission among inmates of correc- 
tional facilities in Georgia, California, and Texas. Inadequate 
personal hygiene, barriers to medical care, and other factors 
contributed to transmission. Information from these investi- 
gations has been used in the development of recently released 
Federal Bureau of Prisons guidance for control of MRSA (4), 
which recommends improvements in inmate hygiene, infec 


tion control, and targeted antimicrobial treatment. 


Case Definition 


For the investigations described in this report, a confirmed 
case of MRSA infection was defined as illness, compatible with 
staphylococcal disease, in an inmate with laboratory evidence 
of MRSA from culture of tissue or blood. A possible case of 
MRSA was defined as an illness, compatible with staphylo- 
coccai infection, in an inmate who had an epidemiologic link 
to a laboratory-confirmed case but did not have cultures per- 
formed. A case of MRSA infection was defined as invasive if 
MRSA was isolated from cultures of a normally sterile site 


such as blood or cerebrospinal fluid. 


Georgia 

Since 2001, the Georgia Division of Public Health has 
assisted the Georgia Department of Corrections (GDC) and 
local health departments with three investigations of MRSA 
skin infection outbreaks in three different types of correctional 


facilities. These investigations are described below. 


Investigation 1. During June—September 2001, a total of 


11 cases of MRSA skin infections were identified in an all- 
male, 200-bed, minimum-security state detention center with 
an average incarceration duration of 90 days. Of the 11 
inmates, five had repeated MRSA skin infection occurring 
after the initial lesion (i.e., recurrent disease). A case-control 
study identified prolonged (>36 days) incarceration and out 
door work duty as risk factors for MRSA infection. Other 
possible risk factors included inadequate wound care by medi- 
cal staff and limited access to soap for hand washing and gen- 
eral bathing (soap was locked in inmate cells away from sinks 
and showers). In response to this outbreak. the detention cen- 
ter implemented facility-wide screening for skin disease, stan- 
dardized antimicrobial treatment recommendations, inmate 
education, and introduction of alcohol-based hand rubs. 
During December 2001—May 2002, no MRSA cases occurred; 
however, during June-November 2002, a total of 14 cases 


were reported. Statt reviewed previous recommendations tor 


hygiene education with inmates and reinforced proper wound 


care and antimicrobial use. Chlorhexidine-containing soap was 


provided daily for 3 days among the entire inmate popula 


tion. During December 2002—April 2003, five cases of MRSA 
occurred. 

Investigation 2. During April—July 2002, a total of 11 cases 
of MRSA were reported from a 1,500-bed, maximum 
security state prison with an average incarceration duration of 
591 days. Infections ranged from small furuncles to deeper 
abscesses; no deaths or bacteremias occurred, and no inmates 
were hospitalized. A case-control study identified risk factors, 
including previous antimicrobial use, self-draining of boils, 
skin laceration (intentional or accidental), washing clothes by 
hand, sharing soap, and recent arrival at the prison (since 
2001). On the basis of these findings, the prison implemented 
appropriate laundering, improved access to wound care, 
increased availability and quantity of soap, and began inmate 
hygiene education. Monitoring of MRSA infections from the 
beginning of the outbreak in April 2002 until February 2003 
identified 73 inmates with infection, 10 of whom had recut 
rent disease. 

During July August 2002, a total of 23 cases of MRSA 
occurred in 19 inmates. Interventions were implemented dur 
ing late July \ugust; however, six cases of MRSA occurred 
among inmates during September—October. In response, 
in February 2003, the prison housed a cohort of MRSA 
infected inmates separately and provided a 5-day supply of 
chlorhexidine-containing soap for personal hygiene. Despite 
these measures, during March—May 2003, an additional 29 
cases of MRSA were reported. GDC and prison staft are work- 
ing to improve implementation of recommended interven- 
tions for preventing additional cases of MRSA among inmates. 

Investigation 3. During June—October 2002, a 2,800-bed 
county jail with an average incarceration duration of 25 days 
identified 13 cases of skin lesions, initially thought to be spi 
der bites, from which MRSA was isolated. Three inmates were 
hospitalized for wound care. A retrospective chart review iden- 
tified 16 cases and 29 possible cases of MRSA skin infections 
that had occurred during this period. Infections included fol- 
liculitis, furunculosis, and abscess. In December, the jail imple- 
mented screening for active skin lesions among the inmates, 
standardized treatment protocols including treatment with 
non—beta-lactam antibiotics for suspected S. aureus infections, 
hygiene education for inmates, and changes in laundry prac- 
tices. Through increased use of bacterial cultures to evaluate 
skin infections, 59 additional MRSA cases were identified 
during February—April 2003. A review of medical records of 
50 patients who received antimicrobials identified 13 (26%) 
instances in which beta-lactam antimicrobials were used 


inappropriately for nine (18%) inmates treated before culture 
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results and for four (8 inmates treated after results indi 


cated culture-contirmed MRSA 


Los Angeles County, California 

lhe Los Angeles (LA) County jail system, the largest in the 
country, houses an estimated 20,000 inmates daily and has an 
iverage duration of incarceration of 44 days. After an increase 
in reports of spider bites, the jail developed a protocol in Sep 
tember 2001 that included culture of any lesions suspected to 
be spider bites. The LA County Department of Health Ser 
vices (LACDHS) was notified after MRSA was found as the 


2). In 2002, a total of 921 


cause Of many spider Dite lesions 


MRSA skin infections were identified; 726 (79 inmates 


had data available for review. The median time from incat 


ceration to MRSA culture was 45 days rang 1—1,160 days 


identified within 5 days after 


65 (9 MRSA cases wert 


incarceration. During January—June 2003, a total of G6 
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nmates with MRSA infections were identified (14% identi 


tied within 5 day fter incarceration vielding 1,697 cases 


reported since tl il} van Sul eillance rol skin lesions. 


nvestigators inadequate infecthon-control measures 


, , | 
1 the clink administrative Controls were nec 


| 


requent showering al d ippropriate personal 


LACDHS recommended improvements 


veill ince, Sl indardi ed treatment protoco S 


including iric treatment wi beta-lactam antimi 
crobials { ull w infections, hygiene education for 
inmates, ¢ mental cleaning, and increased frequency of 


laundry changes imicrobial treatment 


* MRSA infections ve red vever, other recom 


mendations have 


Texas 


] 
nal 
idl 


ustice (1 DCJ) oper 
ates 105 tacilities housing 145,000 inmates. In 1996, TDC] 
implemented i comprenensiy s¢ yf treatment and preven 


1 


tion guidelines for infections that included six 


1 


components 1) SUTYV aAnce VYviene education for inmates 


)) access to proper wound care, 4 standardized antimicrobial 
therapy based on drug susceptibility data (including directly 
observed therapy), 5) early treatment of skin disease, and 6) 
eradication of MRSA from as\ mptomatic carriers who have 
recurrent MRSA infections. Since 1998, TDC] has required 
culturing of all draining skin lesions and reporting of results 
to the TDC] Office of Medicine. The proportion 
ot S. aureus intections that were methicillin-resistant increased 
trom 24% (864 of 3,520) in 1998 to 66 9,684 of 8,633 
in 2002. In December 2000, a case-control study 


16 CASCS 


and 32 controls) was performed for all cases of MRSA identi 


fied during November 2000 at the correctional system's larg- 
est intake facility. The study identified previous skin infec- 
tions and recent close contact with an MRSA-infected inmate 
as risk factors for infection. Of 10,942 cases of MRSA 
reported from the beginning of surveillance during January 
1996—July 2002, a total of 189 (1.7%) were invasive. The 
remainder were either unknown site (397 |3.6%]) or skin and 
soft tissue infections (10,356 [94.6%]). During 1999-2001, 
three deaths were attributed to MRSA infections. Skin infec- 
tion screening al the time of incarceration was added to the 
guidelines in 2003. Implementation of guidelines and a con- 
tinued multidisciplinary approach to MRSA infections has 
not led to substantial decreases in the incidence of MRSA. 
Additional interventions and their effects on infection and 


carriage are being evaluated, and barriers to efficient imple 


g 
mentation of the guidelines are being investigated. 


Reported by: M/ Jobin-D'Angelo, MD, K Arnold, MD, § L. 
L)\ V/ Crseorelh / / 
Svcs, Georgi 


aT 
LI PPH 
Vil TT 


of Healti 


Woottos 


Editorial Note: The investigations described in this report 
identified four factors that contributed to spread of MRSA 
among inmates. First, investigators identified barriers to rou 
tine inmate hygiene. Access to soap often was limited or was 
restricted for security reasons, and new alcohol-based hand 
rubs were difficult to introduce because of misuse of these 
products. Mental health and behavior problems among 
inmates might have contributed to poor adherence and hin 
dered ettorts to improve hygiene. Inmates’ clothing was washed 
by hand or in bulk loads, and potentially contaminated laun 
dry might not have undergone sufficiently high water tem 
peratures or drying to eliminate bacteria. Second, proper 
access to medical care was hindered by co-payments required 
for acute care visits and by inadequate supplies and staff for 
wound care. Third, frequent medical staff turnover was a chal 
lenge to providing education on proper infection-control pro 
cedures. Finally, MRSA might have been an unrecognized cause 
of skin infections among inmates; wounds often were attrib 
uted to spider bites, and cultures might have been collected 
infrequently even in cases in which antimicrobial treatment 
failed. 

he emergence of MRSA as a cause of inmate skin and soft 
tissue infections presents a challenge to correctional facilities, 


health-care providers, and public health agencies. The poten 
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tial public health impact of MRSA disease transmission in 
correctional facilities is substantial; during 2002, approximately 
2 million prisoners in the United States were incarcerated at 
any given time, and one in every 142 U.S. residents was in 
prison or jail (5). Barriers to control of communicable dis 
eases such as viral hepatitis and tuberculosis in correctional 
facilities are well known (3,6—8). Because of these barriers, 
prisons and jails can serve as amplifiers of MRSA skin disease. 
In areas where community-associated MRSA appears to be 
increasing (e.g., LA County), correctional facilities with shorter 
durations of incarceration might represent settings in which 
MRSA is imported from the community and exported back 
to the community via released inmates. 

\ strategy to improve hygiene and infection-control prac 
tices in correctional facilities will likely be the most eftective 
approach for long-term success. Such a strategy should 
include |) skin infection screening and monitoring (e.g., main 
taining a log of skin infections and visual skin screening on 
intake), 2) culturing suspect lesions and providing targeted 
antimicrobial therapy, 3) efforts to improve inmate hygiene 
(e.g., education about appropriate hand and body hygiene, 
appropriate laundering techniques, measures to limit use of 
shared items, and greater availability of soap), and 4) improved 


access to wound care and trained health-care staff. Adapting 


traditional hospital based approaches to preventing MRSA 
transmission \c.g., placing infected persons In a se parate area 
or eradicating nasal colonization) might not be feasible in most 
correctional facilities. 

some state public health agencies have developed their own 
approaches for addressing MRSA in correctional settings. In 
July 2003, the Federal Bureau of Prisons issued guidelines to 
prevent and control MRSA in correctional facilities (4). 
Facilities detecting a substantial number of MRSA infections 
should implement improved hygiene, infection-control, and 
treatment practices. Correctional facilities experiencing out 
breaks of MRSA should seek assistance from their local and 
state health departments. Preventing MRSA disease in inmates 
might be an important measure for preventing MRSA in the 
community outside the correctional facility. Additional infor 
mation about MRSA is available at http://www.cde.gov 


ncidod/hip/aresist/mrsa.htm 
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West Nile Virus Activity — United 
States, October 9-15, 2003 


[his report summarizes West Nile virus (WNYV) surveil 
lance data reported to CDC through ArboNET as of 3 a.m., 
Mountain Daylight Time, October 15, 2003 

During the re porting week of October 9-15, a total of 450 
human cases of WNYV infection were reported from 27 states 
California, Colorado, Connecticut, Delaware, Georgia, Illi 
nois, Indiana, lowa, Kansas, Kentucky, Maryland, Michigan, 
Minnesota, Mississippi, Montana, New Mexico, New York, 
North Carolina, North Dakota, Ohio, Oklahoma, Pennsy] 
vania, South Dakota, Tennessee, Texas, West Virginia, and 
Wisconsin), including 13 fatal cases from eight states (Colo- 
rado, Georgia, Indiana, Maryland, Michigan, Pennsylvania, 
lennessee, and Texas). During the same period, WNV infec 
tions were reported in 290 dead birds, 242 mosquito pools, 
320 horses, one dog, two squirrels, and three unidentified 
animal species 

During 2003, a total of 6,957 human cases of WNV infec 
tion have been reported from Colorado (n = 2,170), Nebraska 
n = 1,108), South Dakota (n = 930), Texas (n = 421), North 
320), Montana (n = 214), 

183), Minnesota 
84), Ohio (n =79), 
Kansas (n 6), Mississippi (n = 56), New York (n = 50), 
Oklahoma (n = 48), Missouri (n 


Dakota (n = 375), Wyoming (n 
Ne W Mexico n 


(n = 131), lowa (n 


190), Pennsylvania (n 


128), Louisiana (n 


+3), Illinois (n = 39), Florida 
(n 32), Indiana (n 30), Maryland (n 30), Alabama 
28), North Carolina (n = 21), New 


19), Tennessee (n = 18), Delaware (n = 13), Ken 


(n 29), Georgia (n 
Jersey (n 
tucky (n 13), Wisconsin (n 13), Connecticut (n 12), 


Massachusetts (n = 12) Virginia (n = 12), Arkansas (n = 11), 


Michigan (n = four), District of Columbia (n = three), Rhode 


Island (n two), Arizona 


three), New Hampshire (n 
(n = one), California (n = one), Nevada (n = one), South Caro- 
lina (n = one), Utah (n = one), Vermont (n = one), and West 
Virginia (n = one) (Figure). Of 6,842 (98%) cases for which 
demographic data were available, 3,621 (53%) occurred 
among males; the median age was 47 years (range: | month 

99 years), and the dates of illness onset ranged from March 
28 to October 10. Of the 6,842 cases, 149 fatal cases were 
reported from Colorado (n = 44), Nebraska (n = 15), Texas 


(n = 15), South Dakota (n = eight), Wyoming (n = eight), 
New York (n = six), Pennsylvania (n = six), Georgia (n = four), 
lowa (n = four), Minnesota (n = four), New Mexico (n = four), 
North Dakota (n = four), Alabama (n 


(n = three), Ohio (n 


three), Maryland 


three), Indiana (n = two), Michigan 


(n = two), Missouri (n = two), Montana (n = two), New Jer- 


sey (n = two), Delaware (n = one), Illinois (n = one), Kansas 


(n = one), Kentucky (n = one), Louisiana (n = one), Missis- 


sippi (n = one), Tennessee (n = one), and Virginia (n = one). 
\ total of 668 presumptive West Nile viremic blood donors 


have been reported to ArboNET. Of these, 590 (88%) were 


reported from the following nine western and midwestern 
states: Colorado, Kansas, Nebraska, New Mexico, North 
Dakota, Oklahoma, South Dakota, Texas, and Wyoming. Of 


the 521 donors for whom data were completely reported, six 


subsequently had meningoencephalitis, and 76 subsequently 
had W est Nile fever. 

In addition, 10,172 dead birds with WNYV infection have 
been reported from 42 states, the District of Columbia, and 
New York City; 3,087 WNYV infections in horses have been 
reported from 38 states, 14 WNYV infections in dogs, 12 


infections in squirrels, and 23 infections in unidentified ani- 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2003* 





2 











* As of 3 a.m., Mountain Daylight Time, October 15, 2003 
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mal species. During 2003, WNYV seroconversions have been 
reported in 861 sentinel chicken flocks from 14 states. Of the 
11 seropositive sentinel horses reported, Minnesota reported 
seven; South Dakota, three; and West Virginia, one. In addi 
tion, seropositivity was reported from one other unidentified 
animal species. A total of 6,421 WNV-positive mosquito pools 
have been reported from 38 states, the District of Columbia, 
and New York City. 

Additional information about WNYV activity is available 
from CDC at http://www.cdc.gov/ncidod/dvbid/westnile 
index.htm and hetp://www.cindi.usga.gov/hazard/event 


west_nile/west_nile. html. 


Notice to Readers 


International Conference on Women 
and Infectious Diseases 


CDC’s National Center for Infectious Diseases in collabo 
ration with numerous partners, is planning the International 
Conference on Women and Infectious Diseases to be held 
February 27-28, 2004, in Atlanta, Georgia, at the Acianta 
Marriott Marquis. The goal of the conference is to enhance 
prevention and control of infectious diseases among women 
worldwide. Featured topics include the impact of globaliza 
tion, women and human immunodeficiency virus/acquired 
immunodeficiency syndrome, perinatal infectious diseases, 
vaccinations, and links between infectious and chronic dis 
eases. Other topics include infectious disease disparities, sex 
appropriate interventions, effective health communications, 
and cultural competence in preventing infectious diseases 
among women. Additional information is available trom CD(¢ 
telephone 404-371-5312 or 404-371-5311. Information 
about registration is available at http://www.womenshealth 


cont.org. 


Notice to Readers 


CDC Viral Hepatitis Resource Center 
Offers Free Materials for Health 
Professionals and the General Public 


Viral hepatitis infections represent a major public health 
burden in the United States. Persons should understand what 


viral hepatitis is and what prevention measures they can take 


to prevent viral hepatitis infections. To help health-care pro 
viders and the general public receive the most current, accu 
rate, accessible viral hepatitis prevention messages, CDC has 
created a Viral Hepatitis Resource Center, available at http: 

www.cdc.gov/hepatitis. The resource center contains educa 
tional materials such as brochures, fact sheets, frequently asked 
questions, slide sets, and posters. All materials are free and 


can be either downloaded directly or ordered online. 


Notice to Readers 


Publication of Health, United States, 
2003 with Chartbook on Trends 
in the Health of Americans 


CDC has published Health, United States, 2003 with 
Chartbook on Trends in the Health of Americans, the 27th edi 
tion of the annual report on the nation’s health. This report 
includes 151 trend tables organized around four broad sub 
ject areas: health status and determinants, health-care use 
health-care resources, and health-care expenditures. Dispari 
ties in health by race/ethnicity and socioeconomic status are 
presented in several tables. 

[his year's report includes Chartbook on Trends in the Health 
of Americans. The chartbook assesses the nation’s health by 
presenting trends and information about selected determinants 
and measures of health status. Determinants of health status 
include demographic factors, health insurance coverage, health 
behaviors, and preventive health care; measures of health sta 
tus focus on trends in mortality and limitations of activity 
caused by chronic health conditions. Although the overall 
health of persons in the United States improved substantially 
during the 20th century, disparities in health and health care 
among segments of the U.S. population persist. This years 
chartbook includes a special focus on diabetes, a leading cause 
of morbidity and mortality that is consuming an increasing 
amount of health care resources. 

Chis report is available at http://www.cde.gov/nchs/hus.hum. 
Additional information is available from the National Center 
for Health Statistics, telephone 301-458-4636, or at 
nchsquery@cdc.gov. Print copies can be purchased from the 
Government Printing Office, telephone 212-512-1800, or at 


hetp: bookstore.gpo.gov index.html. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals October 11, 2003, with historical 


data 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending October 11, 2003 (41st Week)* 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending October 11, 2003, and October 12, 2002 
(41st Week)* 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, Unit 


(41st Week)* 


ed States, weeks ending October 11, 2003, and October 12. 2002 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, w 


All ages 
All serotypes 


eeks ending October 11, 2003, and October 12, 2002 


Haemophilus influenzae, invasive’ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 11, 2003, and October 12, 2002 
(41st Week)* 





Hepatitis (viral, acute), by type 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 11, 2003, and October 1 
| spotted fever 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 11, 2003, and October 12, 2002 





(41st Week)* 
Streptococcus pneumoniae, invasive 





Streptococcal disease, Drug resistant, 
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TABLE Ii. (Continued) Provisional cases of sel 


(41st Week)* 


lected notifiable diseases, United States, weeks ending October 11, 2003, and October 12, 2002 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending October 11, 2003 (41st Week) 
All causes, by age (years) All causes, by age (years) 
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